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Multiple brownish warty papulonodules on left dorsal handCase report
A 56-year-old nonobese man presented with progressive thick-
ening and darkening of the left dorsal hand for 3 months. The
patient denied any history of systemic disease, such as diabetes
mellitus or other endocrinopathies, and there was no family
history of malignancy. He reported no systemic symptoms suchFigure 1 Multiple brownish warty papules and
Figure 2 Histopathological examination demonstrated pronounced hyperkeratosis,
acanthosis, and papillomatosis. There were only sparse perivascular and interstitial
lymphohistiocytic inﬁltrates in the dermis.
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doi:10.1016/j.dsi.2011.10.004as weight loss, general malaise or melena, with the exception of
a 1-month history of low back pain. Physical examination
revealed multiple brownish warty papules and nodules over the
left dorsal hand (Figure 1). An incisional biopsy of the plaque
was performed and histopathological examination demonstrated
pronounced hyperkeratosis, acanthosis, and papillomatosis
(Figure 2).nodules around left wrist and dorsal hand.
Figure 3 Gradual and complete regression of skin lesions was observed during the
second course of chemotherapy.
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Florid cutaneous papillomatosis (FCP).
Discussion
The histopathological ﬁndings were consistent with acanthosis nig-
ricans. Sudden onset of acanthosis nigricans in a nonobese patient
without any systemic disease raises our concern for internal malig-
nancy. The patient was referred to the oncology department and
an extensive search for underlyingmalignancywas initiated. Labora-
tory evaluation showed anemia, positive stool occult blood, mark-
edly elevated carbohydrate antigen 19-9 (1763.00 U/mL; normal
range <37.00 U/mL) and carcinoembryonic antigen (25.29 ng/mL;
normal range < 5 ng/mL). Panendoscopy revealed an ulcerative
mass in the stomach with easy touch bleeding, and a biopsy was
taken. However, massive tarry stools developed after panendoscopy,
and emergency exploratory laparotomy was performed for ulcer
bleeding and suspected gastric cancer. Frozen sections revealed
gastric adenocarcinoma, and subtotal gastrectomy with D2 lymph
node dissection was performed. Magnetic resonance imaging and
bone scintillography revealed innumerable skeletal metastases.
The ﬁnal diagnosis was gastric signet ring cell adenocarcinoma
with lymph node and bone metastases (T3N3M1, stage IV).
The patient was treated with weekly cisplatin plus infusion of
high-dose 5-ﬂuorouracil and leucovorin. The keratotic plaques
gradually cleared after initiation of chemotherapy, and complete
regression of skin lesions was observed during the second course
of chemotherapy (Figure 3). Although the skin lesions showed
signiﬁcant improvement after gastric surgery and chemotherapy,
the patient died of Pseudomonas aeruginosa sepsis and dissemi-
nated intravascular coagulation before the end of chemotherapy.
FCP was ﬁrst described by Schwartz and Burgess in 1978,1 and is
a paraneoplastic syndrome that generally presents as rapid onset of
numerous warty papules or nodules indistinguishable clinically
from viral warts. It typically occurs on the extremities, especially
the dorsa of the hands and wrists. Histopathological ﬁndings of FCP
are characterized by pronounced hyperkeratosis, acanthosis, and
papillomatosis without any changes typical of verruca vulgaris.
According to the clinical and pathological manifestations in our
patient, the skin lesions on the dorsal hand were compatible with
the diagnosis of FCP.
FCP, malignant acanthosis nigricans, and the sign of Leser–Trélat
have recently been viewed as part of the same spectrum.2 This spec-
trum is reported to be most commonly associated with intra-
abdominal malignancies, especially gastric cancer, and the most
prevalent histological type in this group is adenocarcinoma.2,3 They
tend to parallel the course of the associated cancer in that successfultreatmentof the tumor results in regressionof skin lesions, and recur-
rence of the tumor causes a return of the skin disease. The presence of
cutaneous paraneoplastic syndrome portends a poor prognosis
because the underlying malignancy appears to be aggressive in
nature. The average survival time after its diagnosis is <2 years.4
Although the precise pathogenesis of FCP is uncertain, it is sug-
gested that tumor byproducts secreted by cancer cells play an
important role in disturbance and stimulation of epidermal kerati-
nization. Transforming growth factor-a, melanin-stimulating
hormone and epidermal growth factor are the most frequently dis-
cussed causative mediators.2,3,5
Treatment of FCP is based on management of the underlying
malignancy. Surgical or chemotherapeutic treatment of associated
malignancy may improve or resolve the skin lesions. Topical agents
such as 5-ﬂuorouracil, retinoid, keratolytics, podophyllotoxin or
steroid may reduce the appearance of skin lesions.2 Other treat-
ment modalities include systemic retinoid, liquid nitrogen, and
Bacillus Calmette–Guérin vaccination.2
In conclusion, suspicion of internal malignancy should be raised
whenever rapid onset of wart-like growth is encountered, espe-
cially on the dorsum of the hand. An extensive workup should be
undertaken to discover the underlying tumors as early as possible.
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